Although the malformation in itself seems to be of no functional importance, we assessed its importance in terms of associated conditions and its possible relevance to subsequent operations.
arrangement with concordant atrioventricular and ventriculoarterial connections, infundibular and valvar pulmonary stenosis, subaortic ventricular septal defect, and several large aortopulmonary anastomoses. There was a right sided aortic arch. The site of the arterial duct was not apparent. The large left brachiocephalic vein passed behind the ascending aorta and below the aortic arch before entering the superior caval vein (vena cava), below the level ofthe azygos vein and just above its junction with the right atrium ( fig 1) . CASE 2 This male infant died of complex cardiac malformation at one day. There was the usual (solitus) atrial arrangement with concordant atrioventricular connection and double outlet right ventricle with a dextroposed aortic orifice overriding a perimembranous ventricular septal defect. There appeared to be an ectopic portion of atrioventricular valve, complete with leaflet tissue, tendinous cords, and papillary muscles, situated between the trabecular and infundibular components of the right ventricle. The unguarded pulmonary artery orifice showed no trace of arterial valve leaflets. The arterial duct was short and widely patent. The aortic arch was left sided and had normal branches. The left internal jugular vein continued into a descending vein, which passed under the aortic arch from left to right, anterior to the arterial duct and between the arch and the pulmonary trunk. It then ran behind the ascending aorta to enter the lower portion of the superior Gerlis, Ho in the combined collections of the Brompton and Killingbeck Hospitals. These combined figures give an incidence of six cases out of about 2500 necropsy cases with congenital heart disease, or approximately one in 500. Smallhorn et al found seven cases echocardiographically but the total number of patients examined in the series is not stated. 5 The incidence in individuals without cardiac malformation is presumably very much lower. In a personal necropsy series, LMG found no subaortic brachiocephalic veins in approximately 5000 individuals without malformed hearts.
In none of the reported cases has it been suggested that the venous anomaly had any adverse physiological or clinical effect. Therefore the age at death or diagnosis was relevant only to associated or unassociated conditions. The ages ranged from one day to 74 years (table). In those cases with congenital heart disease, the mean known age was approximately three years (excluding a 74 year old man with an anomalous connection of the right upper pulmonary vein). In cases with normally formed hearts, the mean age at death was 53 years, supporting the view that the abnormality is clinically benign.
The sex of 15 of the 25 cases was known. Males outnumbered females by 11 to 4. Those cases with congenital heart malformation showed no significant sex difference but all eight cases with normally formed hearts were male.
Features common to tetralogy of Fallot were present in most of the 14 cases with major cardiac malformations. Thus a ventricular septal defect was reported in eight cases and may have been present in another six reported by Smallhom et al in which intracardiac malformations ofunspecified types were found by echocardiography.5 A right sided aortic arch was noted in ten cases and tetralogy of Fallot, pulmonary stenosis, pulmonary atresia, or unspecified abnormalities of the right ventricular outflow tract were present in 11 of the 14. Other malformations were: one example of double outlet right ventricle, one common arterial trunk, and an anomalous isolated subclavian artery arising from an arterial duct (see table) . There were minor vascular anomalies in three additional cases in which the heart itself was normal. A 74 year old man had anomalous drainage of the right superior pulmonary vein into the superior caval vein8; a 19 year old man had a small subthyroid transverse venous anastomosis,10 and a man of 66 had minor abnormalities of the jugular vein.12 There were no instances of associated noncardiovascular malformations.
Three distinct anatomical varieties of the malformation can be recognised according to the relation of the anomalous vein with the arterial duct or ligament (fig 4) . The presence and position of this structure Although not of clinical importance, its recognition during clinical investigation raises the possibility of an association with other malformations, especially right aortic arch, ventricular septal defects, and right ventricular outflow obstruction. Care must be taken not to confuse the structure with other arteries or veins-notably, the central pulmonary arteries in the presence of the pulmonary atresia or a venous confluence in anomalous pulmonary venous connection.' From the surgical viewpoint, the anomalous brachiocephalic vein may hinder access to the arterial duct during ductal ligation, or obscure the field in the construction of a subclavian to pulmonary shunt. Dissection in the region of the duct must be performed carefully to avoid damaging a subaortic vein. 
